Inpatient psychiatry units Jonathan Green
Inpatient child psychiatry should be seen as a mode of treatment and not a bureaucratic convenience or a form of substitute care. The kind of therapeutic work and research generated within inpatient units has taken a distinguished place in the history of mental health services for children,' but in the current climate there are a number of trends that quite rightly necessitate those of us working in such units to clarify and define our role in current mental health services for children. In both paediatrics and adult mental health there has been a move away from inpatient beds and towards primary care and community services. In child psychiatry a family oriented approach can make isolating the child during an admission seem paradoxical. Our units, although low on medical technology, have high needs for staffing and physical fabric, and can seem expensive.
As in any mode of treatment one can consider indications for use, mode of action, appropriate 'dosage', efficacy, and unwanted effects. I will also try and speculate a little into the future. The focus of this article is child inpatient units for children up This is particularly the case in relation to the family. We face two ways: inwards towards providing a specialised therapeutic environment for the child and outwards towards preparing the family from the outset for the child's return. This Janus faced position is arduous but essential to maintain. The paradox of removing children from home the better to restore them to it runs right through the way our practice is organised, and the implications of working with parents under the new UK Children Act has only strengthened our need to do this. Some children will present as adrift, effectively without a recognisable 'family': decisions here can be most difficult. We will insist that a 'home This is the eighth of a series of articles on treatment of child psychiatric disorders.
Inpatientpsychiatry units base' with responsible adults be identified before reconsidering admission.
THE DISLOCATION EFFECT
Children become resident for substantial lengths of time (mean length of admission in my unit is about eight weeks but many treatment admissions will extend for four months or more). This time away from family and school can have profoundly useful consequences. The children have a chance to experience themselves in a therapeutic environment. The family have a chance to recover and change without the continual pressure of the crisis. Their reintegration can be managed therapeutically.
THE ADMISSION PROCESS
We maximise the therapeutic potential of this 'dislocation' by the considerable work that goes on before the admission in assessing the family and negotiating with them and the referrer about the reason for it. Problems are clarified, general aims are set, and the responsibilities of other family members to work with the unit during admission are defined. Sometimes a formal 'contract' is produced and signed. As Bruggen et al have described this preadmission work can be very effective at focusing minds and sometimes obviates the necessity for admission at all.6 7 This is worth stressing because referrers to inpatient units (as well as families) often expect an immediate admission rather along the model of the medical ward and may feel frustrated by what are seen as obstructive preadmission procedures.
An emergency admission service is nevertheless available, and children can be assessed and admitted within a few hours when necessary. After such an admission the usual preadmission procedure will still be undertaken before a further commitment is made to keep the child for longer therapy.
THE UNIT AS PARENT
Theoretical writing on inpatient units has tended to oscillate between seeing the ward environment as a neutral background to specific treatments,5 or as the major therapeutic agent in itself. The ward has been developed to function therapeutically in two major ways. In the therapeutic community model, derived from pioneering work after the war in adult psychiatry, the living among other patients and staff itself, when properly supervised and explored in groups, is seen to have a major role in social learning and psychological readjustment.8 In a ward organised around behaviour modification (such as the 'token economy') contingencies on paticular behaviours are completely controlled so as to produce specific change in that behaviour.
In its extreme form, I do not think that the therapeutic community approach is appropriate for young and disturbed children whose major lack has often been good parenting; on the other hand the behaviour modification model, while useful symptomatically, really does not address the deeper needs of most of our children. I prefer to think of the unit as 'parent'; that is supplying for these children, albeit in an institutional context, the kind of adult behaviour that we know constitutes effective parenting. The inpatient unit offers a range of more specific treatments. These will include individual child psychotherapy, behavioural programmes, medication, group work and creative work on the wards, work between parent and child, family work, and specific parent groups. 3 The unit's school is specifically for unit children and provides educational assessment and individualised teaching.
An important area of current development is in 'focal treatment planning'. 1416 Goals are carefully defined before admission, treatments designed to accomplish these goals, and progress reviewed. This planning aims to avoid interminable treatment and therapeutic 'drift' by setting out achievable and measurable goals. In the Booth Hall unit, much work focuses around a number of assessment and treatment programmes-for instance a parenting programme, a programme for autistic-like social impairments, and a programme for over activity disorders. These programmes organise the staff into specific patterns of assessment and care, and because of their uniformity make research into treatment delivery and outcome much easier. They also present a clear service to referrers that can be costed. For children whose needs fall outside these programmes, the care plan will be individualised, but the goal orientation and monitoring is the same.
Unwanted effects of inpatient treatment Like any powerful therapy, inpatient treatment can have unwanted effects. It may prescribed in the wrong situation, and this is usually the result of inadequate preadmission assessment. The admission of a child of instance may simply collude with a scapegoating rejection by the family. Removal of a child from a local school for admission may take away the only source of real continuity and esteem that he or she has. The treatment may be continued too long and child and family may become demoralised or the child resigned to the institution or the sick role.
The dynamics of a unit can become unhelpful in a number of ways. Especially working with deprived groups, there is a tendency to become introverted and self contained, preoccupied with 'rescuing' children from an environment that is increasingly seen to be harsh and uncaring. Attitudes can drift into 'parent blaming' (P S Penfold, presentation to 9th Congress of the European Society for Child and Adolescent Psychiatry, London 1991), longer admissions, and anxious over protection of the children; in effect a substitute care. We work against this tendency by the involvement of ward staff in community visiting and home visits, and the active engagement of families into treatment along side the child. Of course, the reality is often appalling. We have to recognise the powerful feelings that these children evoke in us, the pain their predicament can provoke, and most of all, has led to suggestions of standard admission lengths for all patients.'3 This is rigid, and many severely damaged children undoubtedly benefit from longer admissions, but cost/ benefit analysis for longer stays is bound to become an increasing concern.
Conclusions
The child psychiatry team has little in the way of technology to fall back on to effect cures. Medication has its place, but by and large the efficacy of our treatment relies on a psychological momentum generated and, sustained within the staff group, the group of children and their families. The power, but also sometimes the weakness, of inpatient treatment lies in the size and intensity of this group process. Like any treatment it has drawbacks, but if these are recognised and the treatment prescribed appropriately, it can work powerful change. For obvious reasons the unit is an excellent source of training and teaching (at any one time the Booth Hall unit is training five psychiatric social work students, one psychology student, four training psychiatrists, and several learning nurses). It is potentially an excellent environment for the development and evaluation of new treatments and for scientific research; particularly, it is a place where children's behaviour can be precisely observed, as part of assessment and during treatment. Prospering in the future will depend on sensitivity to changing needs in referrers, and the recognition of the superiority of this mode of assessment and treatment, in some situations, over less intensive home oriented treatments. At its best a well functioning inpatient unit can have an effect on child mental health in a region which is considerably beyond the actual number of children who pass through it. Partly this will occur through research and training, but there is also an indefinable sense of it 'being there' as a resource and support for other professionals.
